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Involuntary Discharge From an Adult Care Home
Involuntarily discharging a resident should be a rare occurrence. Federa
and state regulations for involuntary discharge are very similar. Facilities
must ensure that the reason for the involuntary discharge meets regulatory
requirements. Residents may be involuntarily discharged if the following
conditions are met:

1 The resident’ s physician has documented in the resident’ s clinical
record that the resident’s welfare and the resident’ s needs cannot
be met by the adult care home.

The Fact Sheet is published by the Kansas
Department of Health and Environment.

Bill Graves, Governor

e SEEIE, SEaEER] The case must be made that the resident isin need of services
Bureau of Health Facilities . . .

900 SW Jackson, Suite 1001 which the facil |ty cannot prOVIde.

Landon State Office Building

Topeka, Kansas 66612-1220 2. The resident’s physician has documented in the resident’s clinical

record that the resident’ s health has sufficiently improved and the
resident no longer needs the services provided by the adult care
home.
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3 A physician has documented in the resident’ s record that discharge or transfer of the resident is
necessary because the health or safety of other individualsin the adult care home is endangered.

4, The resident has failed after appropriate notice to pay the rates and charges due the adult care home.

Documentation should be available in the business records that the facility has made an effort to collect
the monies owed.

Residentsin aMedicaid certified nursing facility have the right to agppea an involuntary discharge to the Department of
Adminigtration. Information on the appeals process can be found in the Adult Care Home Provider Manua in the
Benefits & Limitations section beginning on page 8-20. This manud is published by Blue Cross/Blue Shield for the
Department on Aging.

All residents have the right to report an involuntary discharge to the KDHE complaint line for review.

Hospice Referrals

Medicare beneficiaries residing in certified nursing facilities can elect to receive the Medicare hospice benefit. It isthe
responsibility of the facility to ensure that the resident and/or the resident’ s legal representative are provided the
opportunity to select the hospice of their choice to provide that service. Section 1802 of the Social Security Act gives
each Medicare beneficiary the right to obtain health services from any institution...(hospice)... The resident has the right
to choose the agency. It isthe responsibility of the facility to inform the resident of the hospices which operate within the
areathe facility islocated.

If one of the payment sources for the resident’s stay in the nursing facility is Medicaid, the facility must have an
agreement with the hospice for the professional management of hospice services. The nursing facility can determine
what hospice or hospices it wants to enter into an agreement with to serve Medicaid recipients. Residents must be
informed at admission if there is alimitation on the hospice organizations in the area available to Medicaid residents of the
facility. Theintent isthat aresident can then make an informed decision related to which nursing facility will meet their
needs. Nursing facilities must arrange for hospice care if requested by aresident.

Section 2082 of the State Operations Manual (SOM) is the only place where hospice services in a nursing facility is
discussed. The manual states that a “patient’s home is where he or sheresides’. A hospice may furnish routine or
continuous home care to a Medicare beneficiary who resides in a skilled nursing facility, a nursing facility, an intermediate
care facility for the mentally retarded, or any residence or facility not certified by Medicare or Medicaid. The SOM
further states that the hospice assumes the full responsibility for professional management of the individual’s hospice care
in accordance with the hospice Conditions of Participation... The skilled nursing and nursing facility (SNF/NF) Conditions
of Participation are applicable to al resdentsin a SNF/NF facility. Neither the statute nor the regulations setting out
SNF/NF requirements exempts hospice patients from those regulations. Therefore, residents who choose to elect the
hospice benefit while residing in a SNF/NF have the right to the same rights and services as al other residentsin the
facility. The hospice and the SNF/NF must work together in the devel opment of a coordinated plan of care. The plan of
care must identify the services provided by the SNF/NF and those provided by the hospice.

Residents who reside in licensed only nursing facilities have the right to elect any hospice servicing the area in which the
facility islocated. It isthe responsbility of the nursing facility and the hospice to develop ajoint plan of trestment which
meets the needs of the resident.

Semi-Annual Report
Enclosed with this Fact Sheet is the Long Term Care Semi-Annua Report for the 6 month reporting period of January 1
through May 31, 2000. THE DEADLINE FOR FILING THIS REPORT IS August 15, 2000. This report shal be filed
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with the Bureau of Hedlth Fecilities, Kansas Department of Health and Environment. All NURSING FACILITIES,
ASSISTED LIVING FACILITIES, RESIDENTIAL HEALTH CARE FACILITIES, NURSING FACILITIES
FOR MENTAL HEALTH, and INTERMEDIATE CARE FACILITIESFOR THE MENTALLY RETARDED
are required to complete this report by indicating resident and employee data for the six month period January 1- May 31,
2000. If you have any questions, please contact Petricia Maben, Director, Long Term Care Program, (785) 296-1246.

Verification of Licensurefor Licensed Nurses

It is agood employment practice for facilities to confirm the licensure status of licensed nurses prior to employment.
Employers can gain access to licensure data on the Internet though the Information Network of Kansas (INK). The
Board of Nursing has announced that licensure data will be updated every Monday morning, with the exception of
holidays and on the second working day prior to the end of each month. Currently INK charges $75 for the first year of
service and $60 per year thereafter. In addition there is a 25¢ charge for access event.

Employers may request written verification of licensure. The Kansas Board of Nursing verification charges are as
follows: five names or less - $2.00; six to ten names - $3.00; 11-15 names - $5.00; and more than 20 names, add $1.50 per
five names.

Phone verification of anurse's license is available on the last two working days of the month. There is no charge for
phone verification.

For further information contact the Kansas Board of Nursing at 785-296-4929.

ANE Prevention Training

Last year the Kansas Association of Homes and Services for the Aging received a grant for atrain the trainer program in
the prevention of abuse, neglect and exploitation. Seventy individuals attended the training. A number of these individuas
have indicated they would be willing to provide training in facilities other than their own. Contact Edith Stunkel, Director
of Planning and Research at KAHSA for more information. 785-233-7443 ext. 223.

Immunization Records for Employees

There are no specific regulations for long term care facilities concerning immunization histories for employees. Based on
documentation in the literature concerning nosocomia transmission, health care workers are at significant risk for
acquiring and transmitting meades, mumps, rubella, hepatitis B, varicella, and influenza. Vaccination is strongly
recommended to safeguard the health of workers, and to protect residents from becoming infected. Facilities are
encouraged to formulate a comprehensive immunization policy for all health care workers.

An immunization record should be maintained for al employees reflecting documented proof of immunity to the diseases
for which hedlth care workers are at most risk. The immunization record should include al vaccinations administered, the
date of administration, and the agency providing vaccination. Employees should be asked to provide documentation of
their immunization history prior to employment.

Attached to thisissue of the FACT SHEET isalisting of infectious diseases and recommendations for immunization.

New Reportson MDS Website

New reports are available on the MDS Submission Website. The reports were developed by the Health Care Financing
Adminigtration and were included in the state agency software update in May. Facilities are encouraged to use the
reports with discretion.

Medicaid certified facilities must continue to use the Kansas Delinquent Report (Delinquents.pdf) to identify delinquent
assessments.
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Report of Analysis of Citationsrelated to Falls
During the first quarter of 2000 twenty three skilled nursing/nursing facilities received citations related to resident falls.
The following is a summary of the findings identified in the citations.

1 The number of incidents of falling experienced by a resident ranged from one to eighteen within a three month
period. The two findings related to one fall were due to lack of care planning for aresident who had been
identified to be at high risk for falls.

2. A large number of falls occurred when aresident was sitting on atoilet and staff |eft the resident unattended. In
amost al of these incidents, the plan of care stated that the resident was to be supervised while on the toilet due
to risk of fdls.

3 Plan of care included the use of persona body aarm. Many of the findings indicated that the persona body
alarms were not functioning and the facility did have a system to test the darms. Nursing staff had not used the
personal body alarm as indicated by the care plan. Care plans were not revised when the resident was found to
remove the body alarm.

4. A number of findings indicated the facility policy and the resident’ s care plan were not followed related to use of
gait belts during transfers.

5. Resident experienced repeated fals after the development of the care plan following admission. The plan of care
was not revised when interventions obvioudy did not work.

6. MDS assessment indicated that two person transfers were used. The plan of care did not include the use of two
person transfers and resident fell when only one person assisted with the transfer.

7. Restorative nursing activities related to increasing strength and balance were not included in the care plan.
8. Balance test documented on the MDS did not reflect the resident’ s functioning.

It is very important that the interdisciplinary team be involved in the development of a plan of care for residents at risk for
faling. When the MDS indicates that the residents has a history of fals, unsteady gait and impaired sitting and standing
balance the falls RAP must be completed to identify the causative factors. The plan of care should reflect how the staff
will attempt to remediate these causative factors and reduce the likelihood of falls. Every fall cannot be prevented.
However, it is the responsibility of the facility to develop a plan of care which reflects the needs of the resident identified
in the assessment.

Credentialing Update

HOC Advisory Group: Partnership Success Stories

During the spring of 1999, Health Occupations Credentialing needed an avenue for informa discussion with credentialing

stakeholders. The HOC Advisory Group was conceived to be a sounding board for concepts and changes HOC

contemplated and customers wanted, as well as developing a partnership in the decision-making and implementation of

such changes. This venue has provided an informal setting for sharing ideas and recommendations for HOC program

enhancements. The mailing list includes representatives of KPNHAA, KAHSA, KHCA, KHCA (home hedlth), KDOA,

the Office of the LTC Ombudsman, educationa ingtitutions and others. Significant topics for this group include:

. Recertification for nurse aides and home health aides. Assessment was that recertification did not hold much
advantage to the agency, the industry or the aides at this point in time. Several proposals were constructed; these
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are on file and available, should the issue resurface.

. Certified Physical Therapist Assistants and Registered Occupational Therapy Assistants bridge course (12
hours didactic, 12 hours clinical). Candidates complete the course and pass the state CNA test. The courseis
taught by a department approved nurse aide instructor. (Copies of the curriculum are available from Martha
Ryan, 785-296-0058 or Mryan@kdhe.state.ks.us.)

. Automating the certification tests. After consideration, the group determined that the industry really wanted
more frequent testing options. A “win-win” scenario: the structure of the test administration does not change, but
employers may now opt to schedule an alternative test certification date by contacting HOC and following the
steps outlined in policy. (Available by contacting Betty Domer, 785-296-1250 or Bdomer @kdhe.state.ks.us).

. Rewrite of the Certified Medication Aide curriculum and test. The Advisory Group recommended persons for
the committees; there has been completion of a blueprint for the curriculum and commitment to rewrite the
curriculum and tests by committee members.

. KAHSA and HOC collaborated in a full-day training session in Wichita for instructors of nurse aide courses.
KAHSA devel oped the program, HOC provided training needs from a survey of instructors (included the program
brochure in the Update newsdletter) and participated in a panel discussion.

. Criminal Background Checks Program and House Bill 2700. A Report to the Legisature on the program
operations was provided by KDHE during this past session. Staff identified several improvements and
enhancements believed to be beneficial. Concurrently, the long term care industry proposed changes to the
criminal background check law, KSA 39-970 and KSA 65-5117 (House Bill 2700). Core topics. broadened
crimind history record information distribution (maintained by the Kansas Bureau of Investigation); KDHE
providing results for al inquiries; a prescribed response time for inquiries; and, private contractors providing the
service. HB 2700 represented an opinion the industry had not  expressed during the deliberations of the origina
legidation; it aso breached legal parameters which govern the crimina history record information. The statute is
written to protect frail and elderly from individuas whaose crimina conviction record identifies a serious “ crime
againgt persons.” Thereis a specific list of crimes for which a person must not work in an adult care home or
home hedlth agency. The proposals under HB 2700 portended employers using the criminal records as an
employment screening tool without identifying how hiring decisions could place the employer in lega jeopardy.
Thisissue was identified during legidative hearings. The complicated legal and administrative issues prompted
HOC to use the Advisory Group as a forum to facilitate some of the enhancements staff had identified, implement
substantial changes within existing statutory language, and perhaps offer a proposal for future legidative
consideration.

The Advisory Group has developed a history of creative problem-solving and improved understanding among its members.
If anyone isinterested in participating or receiving minutes from the meetings, please contact Lesa Bray at 785-296-1281
or Martha Ryan at 785-296-0058.

Automation of KNAR

HOC has put forth a proposal to the KDHE Division of Information Systems to automate the Kansas Nurse Aide
Registry (KNAR). Automating the KNAR could alow users to enter and receive information directly from the registry,
improving accessibility of the basic data and allowing the registry operator to respond to more complex cals. Users of the
registry would have the convenience of accessing the registry 24 hours aday, 7 days a week compared to the current six
hours a day, Monday through Friday. This proposal isin the very early stage of adminisirative consideration. Several
other states operate automated registries. Some states have eliminated operator-assistance al together, though thisis not
the intent for Kansas. Asthis proposal wends its way through the review and approval process, the industry will be kept
informed. If you have concerns, comments or suggestions, fed free to email Steve Irwin: Sirwin@kdhe.state. ks.us.
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Resources for Quality Care
The following journd articles provide good information.

Gaston-Johansson, F., Johansson, F., and Johansson, N. (1999). Undertreatment of Pain in the Elderly: Causes and
Prevention. Nursing Home Medicine: The Annuals of Long-Term Care, 7[5]:190-196.

A high percentage of elderly report experiencing acute and chronic pain. Successful pain management requires an
analysis of the causes, a framework for understanding the pain, and a smple protocol to assist staff in assessing,
documenting and treating pain in the elderly. This article includes strategies for improving the treatment of pain in the
elderly including individuas with dementia.

Douzjian, M., Wilson, C., Shultz, M., Berger, J.,, Tapnia, J., and Blanton, V. (1998). A Program to Use Pain Control
Medication to Reduce Psychotrophic Drug Use in Residents with Difficult Behavior. Nursing Home Medicine: The
Annuals of Long-Term Care. Website - http://www.mmhc.com/nhm/arti clesyNHM 9804/Douzjian.html

This article reports on an informal study using pain medication orders for 650 mg. of acetaminophen three times aday in
10 residents with difficult behaviors who were also receiving psychotrophic medication. At the end of the study,
behaviora symptoms had decreased by 63% and seventy five percent of psychotrophic medications were discontinued.
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ANE ISSUE STATISTICS 3/1/00 to 5/31/00
Complaint Calls Assigned for Investigation
ANE Investigations Care Issues Investigated
Total 401 Total 350
Mar 164 Mar 122
Apr 109 Apr 106
May 128 May 122
*Licensure Category Civil Pendlties Correction Orders
2000 Quarters

151 2nd 3rd 4th
Inadequate or inappropriate hygiene and skin care -
Inadequate or unqualified staffing -
Inoperable or inaccessible call system -
Inappropriate or unauthorized use of restraints -
Unsafe medication administration or storage -
Inadequate nursing services other skin care -
Inadequate or inappropriate asepsis technique -
I nadequate or inappropriate dietary/nutritional services -
Unsafe storage or hazardous or toxic substances -
Failure to maintain equipment -
Resident right violations -
Unsafe high water temperature -
Inadequate hot water -
General sanitation and safety -
Other (including inappropriate admission) -
Inadequate rehabilitation services -

P P W OO~NORFPF OODMNMDMNOOAENDN

an 3rd 4th

Civil Pendlties 0
Correction Orders 11
Bans on Admission 4
Deniads 0

* A correction order or civil penalty may consist of multiple issues summarized within the licensure categories above.

FEDERAL REMEDIES-CATEGORIES2 & 3-2000 Quarters

1st 2nd 3rd
Civil Monetary Penalties Recommended 18
Denial of Payment for New Admissions Imposed 27

Terminations

4th
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1. MFEASLES
All health care workers* barn oz or after 01401757 mwust provide adegoats proof of mmunity
o measles with one ol The follewing:
A History ol physicien-diaznosed measles,
3. Seralogic evidence ol immunity,
' Documentation of adequate vaceimarion.

MUMPES
All health care workers* born on ar after 0101757 must provide adequate proas ol immomity
to mumps with ang ol the lollowing;
A History of physician-diagnased muamps.
B. Scrologic evidence of immunity,
2. Dacumentation of adequate vaccinztion.

RUBELLA -
All health care workers®* bormn on or after 0101757 must provids adeguate proof of ity
W rubella with enc of the following:
AL Serologic evidence of mmumily.
E. Docomentatior of adequate vacoination,

* Adegnate Yaccination
Adequate vaccination inzldes reewipl of 2 doses ol live Measlos-Mumps-Rubells (WML
vaceine al lenst 1 menth apart on ot after 12 months of age.

* Special Considerations
Adults born befors 1937 can be considered immune to measles, mumps, and mbella #%
Howewver, since measles cases and related outbreaks have vecurred in healh care workers
in thiz age proup, kealth facilitivs should consider offering at least onz dose of measlzs-
coniainimg vaccine to such werkers wha lazk prool of ety wo neasles,

+ Serolopic Screening
Serologic sereening need not be dons before vaccinating against measles and mubella unless
the health care lueilily considers it cost sffective. Herologic testing is not necessary for
persons who have decumentation of appropriate vacanation or other acceplable evidence of
immunity.  Testing belore viecinalion is sppropriste only if tested persons idenlified s
tonimmune are subscquently vacoinated in a timely manrer, and should not be done if the
retwn and timely vaccination of those screened cannooel be ensured.

* Contraindications te Vaccination
Severe allergic reaction to o prior dese or 4 vaceine vomponent
PFragnancy
Immunosuppression®
Moderate or severe acute 1lIness
Receipt ol an amibwd y-containing blood prodoct

*A 0 health-care worke:s {i.2. medicl er nemrnediee], pand or voluneeser, Bl ame o par Sme, ardent or non-siudend, wilh
ar wathout patient-care responsibiliiss) who werk i heeli-core institutions (c.g., inpaticns a1d ootpatient, public und
private) shoold be imruas 1o measles and ruhella

**Tirth hefore 1957 12 not acceptable cvidence of rubella immunity for wemen wlhu can becerne pregnent beeause whella
GELLULCUT 1L s0me unvassmated persans bom befoee 1557 ol because congenitel rubella syndroms (CRE) can ocear in
ellipring of women infeeted with rubzella dunng pregnancy.

FEEMMR vaceination should be considersd for asymptarmatic HIY paticnts,
LA R
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1II. HEFATITIS B

The risk o7 acquering hepatilis B infoction fram cccupational exposires i3 flepe-m1rn o The fregueney
of pereutaneaus al permucisal exposires ta aloed or body (huds cocwining blocd, Any heulth care worker
may ke at high risk for hepatitis B infection dependizg on the lasks performed. Emplayoes performing tasks
mvolving sxposure o blood,  blood-cortaminated body fluids, other body fluids, or sharps should he
vaccinated, The Qceupational Safety and Health Act {OSHA} Teders] Stardard mzncates that lizpal:tis B
vaccine be iowde wvailable o all occupartinnally exposed healts care workers.

* Vaccination
Accquate vaccnation Tor adulls includes recetpr of 3 deses of hapatitis B vaccine with al lens! | menth
betwesn the first and second dose, at Least 2 months berween the aecond and Uhird dose, and a- least
4 months between the first and third dose.

* Prevaccingtion Serologic Sereening
Prevaccination serclogie seresning [ previcos mfestion is not indieated for persons being
vaccinated hecanse of acccupalional sk unless the heath care facility cansiders i cosl efTeclive,
The veecine produces neither herapeuiic nor adverse effcets on infested peraons.

» Postvaecination Serologic Sercening
Tesliry, for immumity 1-2 menths after campletion i the vageing sedes s advised for persons whose
subseguent menagement dapends oo krowdng their frmmuone status, such ss health care worlkers with
blood or body fluid contaet, TIzalth care workers who do not respond o an initia) vaceing series
shenld receive an additicns] 2-dose surics nf‘hma:itis: R vaccine with ~eteating parformed 1-2 months

clier complotion of the second sesiez. [ the heallh care worker does noe rn:s.pc-nd to the scecid acrics
o epatitis B vaccice further revaccination is nal m[].m_u d.

* Iaration nt'lmmunil:,-
Wasine-induced aatibodies to the heoatitis B viros decling grodually wver low, Persens who inidally
Ff"‘:['&{"ﬁli 1o vaceination will lose cescetable antilanlies over 2 12 year period, however studies mndicate

it immunity continucs to prevent cinical dissase, Doosier “doses of hepatitis B vaceine are nat
considersd necessary, acd perodic tes l|r|__ Lz morilor anlibedy comaenirations 15 nor recommended.

» Contraindications to ¥ aceination

Scvere allergic reaction i a prior dose o a vacoine conzponeit
Moderatz or severs acute illness

l’nstnxnnsu re P rop h:,-l axiN

T EE o o
source of Contacl=" = | * HBsAg* ;'u;slm-a, [ lmmy hrgaﬁw
;Eklilﬁ‘ll‘.'{l Pme RS DE I =
P S Sk S i BB E R s
bovacciuatéd® ~ -~ °| HBIGe x 1 snd initiate | Initiate vaccine series Tnitiats vaccire series
gptat i I E T vaccing series
Viccinateds" @ -] Na Trearment Mo Treatmen: Ma Treatment
bnavar esponﬂtr _
HEI= » 2 OR Mo Treatment If now high-risk
| TTRTC= x| and iniliate SOULrCe, may treat os il
| revaccination sonrce wese TIRgAp*
posilive
Wiekinaled: . | Teat cxposed persan for | Mo Treatmen “Liest cxposcd porson
respiorisdunknown | anti-HBs:* for anti-HBs:~
popep oo E L T adequace-ng TX 1. If adequase-na '1X
¢opogow o RS9 If inadequare- 2. If iradequate-
oo oot 3B EE ] ORI ¢ ] and baaster mitiats TevacoInation
HAzA g (Hepalits B serlece unbgzn)

+HBIG {Hepatilzs B remune glosulm)
vauts HHs (Antibedy t2 hopatitie B surface antigen’
A g



FACT SHEET July 2000, Page 11

II. VARICET.T.A

ALl Liealn vare workess® should be immume to vasdieella. Vazcination is atmanghy recommended for suscoptibla
emplovees who have close contact with patients al Liwl risk S seriows cornplivativns frem varieells infection.** Only
imuuune persornel shoull care Tor patienls suspested of having vaneella. A relable history af chickenpoy = a valid
mzasure of inmmunily to varicella,

* Yaccinntion
Aveuale vacomation for individaals 12 vears of ape and older mcludes receipl of 2 doses of varivella
waccine at [zast 1 month apa-t on or afler 12 months of age.

* Prevaccination Serologic Screening
derclagic screenmg of persornel who heve s negative or aaeertain story of varicella is likely to be cost
effeclive,

* Postvaccination Serologic Screcning
Eoutine serulipic soreening afler vecemation with 2 doses of variesllz vacoing 13 not considered neccssary
hecause 99% of persons become seropositive after the second dose.

= Postexposure Yaccination
Wacomalion should be considered for unvaccmated hezlth cere workers who are exposed o varicellz and
whose inumunity is not decumerted. However, the protective elfects of postexposure vaccinalios are
unknown.  Workers vaceinated afier an exposurs should be managed in the manner roconwnended for
urvaccinated praracns.

* Postexposure ¥anagemant
Susceptible worlers eapesed o vareelly are petentally infeetive 10-21 days afior expesure. They should
be relisvend from lireel palient contacr during this perod and mey need to be futlovghed.  IF worlers
develop chickenpox, varicella lesians musl be crosted Belore they refurm o direct paionl eontaed, Reocipl
of varicella zoster immuane globulin (VZ1G) afier sxposure con be costly, dees not necessarily prevent
varicella, ard may prolong the incubatien period by 2 week or morz. The period of remaval fram direct
palisnt comact should be exteaded by one weelo i more iU an einployes recelves VZIG,

* Breakthrough Infection in Health-Care YWorkers

Vaceinstion and sussequent sevoeoaversion does nol alwevs sesult in full protection against disesse.
Brealthrough nlections have ocowmed in vaeinces after cxposure to natural varicella vims, However,
vacinges whe develop varicella generally experience a rilder Torm ol disease. TMa vaccinated health care
worker i3 exposed to varicella, the following measures are recommended;

a} serolegiv testing [or varicells anlibody imaimeditely sfier exposure

B retesling 36 days later 1o detenmine it an anamoaestic sesponse i3 present

) possible furough or reassigniment of persaomel withionl deteclable antibody

* Vaccine Yirns
The risk of wansmission of vaceins virus from a vacezated porsen to 2 susceptible contacr is very low, The
benefils of vaccinating susceptible health care worke:s elearly oubweigh (e potential risks. Transmission of
wHGEine vires oecurs primanly whes vacinzes develop a vaccine-associsted msh,  Croplovess who develop
a rash following vaccinatiom shuld avoid comiaed wilh pafienis at hieh ik of serisus complioations om
varicclla infection, *=

* Conlraimdications 0 Vaceination
Severe allergic reaction to a prio: dose or a vaceine conponenl
Premmancy
[numnunosuppression
Muoderate or severe acute illnzss
Receint of an antbody-containing blood product

=l heakth earc workess (1.2, medical o7 ronmedical, pai:l o woluriteer, Tull time o parl hime, slocerl orenen-shilen wilb o withool !1:|.1i|:',t‘|t =

responstbilities) wha wark i keshh care mstitutions (e.z., icporicot ond cvigaticot, pubslic 2ed private) sheahl 2 mmmune e veasicclla.

=* Fragmant wamen, prenstune infuis bere e soseepibly mothors, infants bore a1 <28 woecks® zeatation aewho weizh < 000 grars regarclos

ﬂfmam_'nu-' rmmune gtaims, and pecsous nmunucompresnese: besese ol immuns deficency discazes. IV infociicn, loukermia, lvmphoma ar

genelalicml ' ignancy, o immunescppressed as a resclt of therspy with cortensteroids, alky ating dregs, antimetabolites, or radianan.
Rl
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IV, INFLUFNZA

Mosccomial wansmission of Influenza disease, mcluding transmission fram health care workers
to patients, may occur duting commun:ty influenza outhreaks. The transmission of influces smeny
health care workers often causes absenteeism and considerahle disruplion of health care, In{lusmes
orthreaks ray result in morbidity and maortality in patients, particolarly those who reside in long-lerm
care facilities. To reduze the spread of influensa among workers and palicnts, the lollowing health
care workers should be vaccirated in the fall ol vach yoar:

a) Emplaoyees who atlend palivnts al kigh sk of complications* from influeaza disease,

whether the care is provided at home or in a health-care facility,

b} Employecs aged =63 vears of age.

¢} Employees with certain chronie risdical condiions (z.g. persons who have chronic

dizorders of the cardiovasculer or pulmonary sysiems; persons who reguired madical

follow-np or hospitalization within the preceéing wvear because of chronic metabolic

disease [including diaboies|, renal dyshnetion, acmoglobinopatiies, or immunosuppression

ineluding HIY inlection]).

o) Pregnant cruployecs®™ who will e in the second or third omester of pregnancy during

influcnes seazon.

* Yaccination
Adequate vaccination for individuals 9 vears of age and older is receipt of | dosz of
influenza vaccing anmually, The oplimal time for vaccination is Qctaler to mid-November to
correspond with tae peak activity period (late December o early March) for influerea.
Lowever, voocine may be miven anvtime during the influenes ssason,

* Duration of Immunity
Imimunity tollowing influen=za vaccingtion rarsly excesds 1 year,

+ Vaceine Ffficacy
Vaccing sfficacy varies depending on the circwlating strain and the age and underlving
illnesses of the vaccine recipient. 1f the vaceine strain is similar t the cirenlating strain,
90% of healty young adults will be protectad from illness, Veceine is only 30% w0 0%
effective in preventing illness amang chronically-ill eldedy persons.  Howevos, the
vaccine is 5% ta (%4 effective in provenling hospilalicalion and 80% cilvodve in prevenling
dezth in the elderly.

« Contraindications tn Vaccination
Severs allergic reacticn 10 a prior duss or 4 vaecine component™**
Moderate or severe soule illoves

*Patients ar high-risk of comphicstions clude persons aged =035 vears of age; residews of nureing homes wed wher choonic-
caze fucilities that house pereons of any age wha have cheanic medical conditions; adulte and childrer whe heve chronic
disnrders af e pulmenery or caodiovascular systems, including ehikdizn with asthes, adolls ans shildien who Iave iegqui-cd
regulur medical follow-un or hoapi®lizano dutng the precedime year because of caronic metazoliz discases (inclyding
dranores mellitus], temal dyefinclion, hemoplobmopathics, or imnenosup pressics {including inununasup pression caused by
inedications): children and sdolescents {aged & months i |8 vears af spel who ate recerving lonp-term aszirm thecapy and
therzlore might he at risk for developing Reye's syndrome ofter influenze; and warien whe will T b seceod ar thicd
trirnestzr of pregnaney dunng the miluenen season.

** Soadics sugeest hal pregouaol wommen may be et inereased s’ for sericus medical complications of infloenza, Vaeriratian
is tecmnmended for women wha i in at least the 140 week of gestahicn dunmg imfusnza ssoson, generally women who
become pregnant between the firss of Mazch and the first of Scptember. No cvidenee exists of rizk tn mather ar foug when
the vaceing is admmslersd fo a pregmant worman with ar enderlying high 15k condilion.

*E2m history of suaphylaclic hypersensilivity to ege ingestinn is & eontrzindication T wiasing lion,
L EH]
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